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ABSTRACT 
This clinical study investigated variations of preparatory 
instruction and information and consistent supportive care designed to 
increase postoperative physiological and psychological recovery 
among patients having aortocoronary bypass graft surgery. Forty-
five male patients, aged 50-75, were randomly assigned to one of 
three treatment conditions: (1) a combination of preparatory sensory 
and factual information and instruction (audiovisual presentation) 
and consistent supportive care at stressful points throughout the 
hospitalization; (2) a single-session of preparatory sensory and 
factual information and instruction (audiovisual presentation) 
conducted after admission; and (3) consistent supportive care given 
by one nurse throughout the hospitalization at the same stressful 
points as the first condition, but without systematic preparatory 
information. In addition, scores on Byrne's Revised Repression-
Sensitization Scale were used to determine coping style. Byrne's 
scale identifies three coping styles; sensitizers, neutrals, and 
repressors. However, in the population selected for this investi-
gation the obtained distribution identified only neutrals and 
repressors. No sensitizers were present. 
The major purpose of this investigation was to determine if 
there is a preferred method to prepare patients having aortocoronary 
bypass graft surgery. Other areas investigated were general out-
comes of patients experiencing aortocoronary bypass graft surgery 
according to coping style and coping style-intervention interaction. 
It was hypothesized that patients receiving the combination 
of preparatory and factual information and instruction and 
consistent supportive care would have a more favorable postoperative 
physiological and psychological recovery as measured by recovery 
indicators, complications, and patient self-ratings than either 
preparatory information alone or consistent supportive care alone. 
However, the results did not consistently support this hypothesis. 
The results consistently indicated that consistent supportive care 
only, without factual and sensory information of upcoming events is 
not as effective as preparatory information alone or the combination 
of preparatory information and consistent supportive care in produc-
ing positive results on recovery indicators, complications, and 
patient self-rating. No significant differences were found between 
patients receiving the combination of information and supportive care 
and those receiving only a single preparatory information session. 
However, evidence suggests that consistent supportive care in 
addition to preparatory information received in the combination 
treatment group, was relatively better than a single preparatory 
information session alone in that comparison of the three treatment 
intervention groups revealed more significant differences in favor 
of the combination treatment group. 
No consistent trend was demonstrated in favor of repressors 
or neutrals in relation to recovery. Several interactions between 
intervention and coping style were found. 
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CHAPTER I 
REVIEW OF LITERATURE 
Hospitalization and surgery present a variety of real and 
imagined fears for an individual. These fears can be categorized 
into six main areas: (1) fear of threat to the body image such as 
bodily injury, discomfort, pain, or death; (2}fear of the unknown 
and not knowing what to expect; (3) fear of separation from family, 
friends, former activities, and familiar surroundings; (4) fear of 
helplessness, loss of independence, loss of control, and loss of 
autonomy; (5) fear of anesthesia; and (6) fear of disruption of life 
plans and financial burdens (Carnevali, 1966; Cassady & Altrocchi, 
1960; Ramsay, 1972; Visintainer & Wolfer, 1975; Volicer, Isenberg 
& Burns, 1977). 
Patients facing heart surgery may have greater intensity and 
number of fears beyond those identified for any surgical patient. 
Several factors may add to or intensify fears and stresses for the 
heart surgery patient. First, the heart is considered life giving 
and the seat of emotions, surgical insult to such an organ can 
create intense fears (Blacher, 1971; B1acher, 1972). Abram (1965) 
brings out the very real threat of death these patients feel. 
Second, all heart surgery patients spend time in the intensive care 
unit. Many have investigated the stresses of the intensive care 
unit and examined its effects in contributing to postoperative 
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psychological problems among heart surgery patients (Egerton & Kay, 
1964; Kornfeld, Zimberg & Malm, 1965). Attempts have been made to 
isolate environmental factors in the intensive care unit which add 
stress and contribute to the postoperative psychological problems. 
Several studies have suggested deprivation such as lack of sleep and 
sensory distortion as a contributing factor (Egerton & Kay, 
1964; Kornfeld et al., 1965; Layne & Yudofsky, 1971; Morse & 
Litin, 1969). Researchers began to investigate the added psycho-
logical stresses of heart surgery as they became aware of the 
increased incidence of postoperative psychological complications 
among heart surgery patients as compared to other surgical patients. 
Reports of postoperative psychological disturbance among heart 
surgery patients vary from study to study (14-72%) but all report a 
much higher incidence among heart surgery patients than other 
surgical patients (B1achy & Starr, 1964; Egerton & Kay, 1964; 
Heller, Frank, Malm, Bowman, Harris, Charlton, & Kornfeld, 1970; 
Kornfeld et a1., 1965; Layne & Yudofsky, 1971; Lazarus & Hagens, 
1968; Sadler, 1979). In identifying causes for the higher incidence 
of adverse psychological problems many drew the conclusion the 
problem was an interrelationship of multiple factors such as 
psychological, social-environmental, constitutional, and organic 
(Blachy & Starr, 1964; Egerton & Kay, 1964; Heller at a1., 1970; 
Kornfe1 d et a 1., 1965; Layne & Yudofsky, 1971; Morse & L itin, 
1969) . 
Several studies strengthen the position of psychological 
stress as contributing to postoperative psychological complications 
among heart surgery patients and indicate proper intervention can 
alter psychological complications. 
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Lazarus and Hagens (1968) attempted to evaluate the effects 
of enhancing preoperative and postoperative psychological state among 
heart surgery patients. A psychiatric consultation done preopera-
tively was designed to assist the cardiac surgery patient in dealing 
with the anxiety of his upcoming surgery. Recommendations were made 
to the staff as how to deal most effectively with individual needs 
postoperatively. Results indicated the experimental group exper-
ienced significantly less psychotic reactions than the control 
group. 
Layne and Yudofsky (1971) were able to show a 50% reduction 
in frequency of psychosis after intracardiac surgery among patients 
receiving preoperative psychiatric interviews and support. 
Chatham (1978) with postcardiotomy patients, found involve-
ment of a significant family member instructed to systematically 
use eye contact, frequent touch, and verbal orientation, affected 
favorably the behavfors of: orientation, appropriateness, 
confusion, delusion, and sleep. 
In summarizing the the above discussion. there is evidence 
to suggest heart surgery patients face fears and stresses beyond 
other surgical patients and that proper intervention can alleviate 
or lessen adverse psychological disturbances. 
The manner in which a heart surgery patient or any surgical 
patient responds to the fears and stresses of surgery, cannot be 
predicted by one isolated factor. but rather many factors interact 
such as age, basic personality structure, socioeconomic background, 
education, cultural attitudes and values, and present and past life 
situations to determine response (Brown, 1963; Vo1icer & Burns, 
1977). The belief that these fears can be lessened or alleviated 
through the use of proper intervention, teaching, and preparation 
is demonstrated by the great emphasis on teaching programs, 
pamphlets, and audiovisual presentations within the clinical 
setting. Various methods have been investigated which attempt to 
evaluate the effects of proper psychological preparation for 
surgery on postoperative physiological and psychological recovery. 
Research in this area can be divided roughly into two main themes. 
The first theme centers on identifying the effects of providing the 
patient with information. Two types of information have been used 
in various treatment intervention conditions; information of 
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procedural activities such as coughing, deep breathing, ambulating 
etc. which enhances recovery and preparatory information of upcoming 
events which allows psychological preparation for anticipated 
events. The other main theme defines the effects of the nurse-
patient relationship in providing emotional support to deal with 
individualized fears created by the surgical experience. 
Effects of Information on 
Postoperative Recovery 
Healy (1968) attempted to answer the question: Does 
preoperative instruction really make a difference in a patient's 
recovery? She conducted a comparative study over a four month 
period using 321 patients admitted for elective surgery. Healy's 
experimental group was patients admitted on less busy evenings 
where adequate time was available for individual preoperative 
instruction and supervision of deep breathing, turning, coughing, 
body mechanics, and specific operative procedures. The control 
group was patients admitted on more busy evenings and received 
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fewer details and no supervised practice on procedures taught. The 
results showed the experimental group had a greater number 
discharged prior to the expected date, required fewer narcotics, and 
experienced fewer complications. Healy's findings lend some 
evidence for the value of preplanned preoperative teaching, although 
the validity of the investigation is in question due to weak 
methodology and data analysis. 
Lindeman and Van Aernam (1971) looked at the effects of 
structured and unstructured preoperative teaching in a more 
systematic design than Healy. The effects of structured and 
unstructured preoperative teaching of deep breathing, coughing, and 
bed exercises on postoperative ventilatory function, length of 
hospital stay, and postoperative need for analgesic were determined. 
The experimental group received the structured preplanned teaching 
whereas the control group received unstructured unplanned teaching 
according to the intuitive reasoning of the nurse caring for the 
patient. The data supported two of the three hypothesis in favor 
of the experimental group having significantly decreased length 
of hospital stay and higher scores on tests of ventilatory function. 
No significant difference was found between groups on need for 
postoperative analgesics. 
Egbert, Battit, Welch, and Bartlett (1964) in studying 
intraabdominal surgical patients found that postoperative narcotic 
requirement was decreased by half in patients supplied information 
about the type of pain they would experience after surgery, the 
cause of the pain, and how they could use various techniques such 
as relaxation and turning to lessen the pain. 
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Vernon and Bigelow (1974) studied the effects of information 
among male patients undergoing herniorrhaphy surgery. The experi-
mental group received a preparatory tape-recorded message of 
upcoming events and the rationale for each whereas the control group 
did not. The experimental group reported greater satisfaction with 
information received, less anger, and more confidence in their "own 
nurses" than the control group. 
Langer, Janis, and Wolfer (1975) looked at the effectiveness 
of two stress~reducing strategies on major and minor surgical 
patients; one a coping device and the other information. The 
coping device strategy consisted of patient instruction of cognitive 
control through selective attention which allowed distraction from 
negative aspects of the surgical experience and attention to the 
realistic positive aspects. The information strategy consisted of 
preparatory information of upcoming events. The sample was 
randomly assigned to either the coping device, the preparatory 
information, both strategies, or neither. The results demonstrated 
that the groups receiving the coping device strategy showed less 
preoperative stress on the nurses' ratings as well as requesting 
fewer pain and sedative medications postoperatively than those 
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receiving information or no preparation. 
Johnson, Rice, Fuller, and Endress (1978) using the same 
research design, studied the effects of different types of instruc-
tion and information on cholecystectomy patients (predominantly 
female) and herniorrhaphy patients (predominantly male). The 
following groups were compared: (1) instruction in coughing, deep 
breathing, leg exercises, turning in bed and getting out of bed 
along with practice of each activity and no instruction; (2) infor-
mation of usual events inherent in the surgical experience, typical 
sensations as well as usual events, and no experimental information. 
Subjective indicators compared were self-reports of moods, severity 
of pain, and bother of ambulation. Analgesics received, amount of 
ambulation, length of postoperative hospitalization, and time after 
hospital discharge before patients ventured from their homes were 
the objective indicators compared. Among cholecystectomy patients, 
only the experimental treatment condition receiving sensory informa-
tion significantly increased rate of recovery as measured by length 
of postoperative hospitalization and time after discharge before 
venturing out of the house. However, among herniorrhaphy patients, 
there was no evidence that instruction or information intervention 
type had an effect on postoperative recovery. Suggested 
explanations for these findings among herniorrhaphy patients were 
appropriateness of interventions, adequacy of measures of 
postoperative recovery, and sex differences. The contribution of 
this study provides some evidence that certain types of instruction 
and information may provide increased rate of recovery as compared 
to other types. 
Effects of Nurse-Patient Relationship 
on Postoperative Recovery 
As previously mentioned, the second main theme in research 
which evaluates the effects of proper psychological preparation for 
surgery on postoperative physiological and psychological recovery 
focuses on the nurse-patient relationship as a means of alleviating 
individual fears, concerns, and stresses. 
Dumas and Leonard (1963) using gynecological surgical 
patients, hypothesized that a particular nursing approach would 
significantly reduce the incidence of postoperative vomiting. The 
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experimental treatment condition included a nursing process of 
problem solving directed towards helping the patient attain an 
appropriate preoperative psychological state. The results supported 
the hypothesis in that those receiving the experimental intervention 
experienced less postoperative vomiting than the control group. 
Johnson (1965) attempted to evaluate the effects of the 
nurse-patient relationship among women having elective abdominal 
hysterectomies and cholecystectomies through discovering preopera-
tive concerns and fears and mobilizing all available resources 
through appropriate information and support. She predicted the 
experimental group would report less postoperative pain, receive 
fewer postoperative narcotic medications, and have a shorter post-
operative hospitalization than the control group. The results 
favored the experimental group only in length of postoperative 
hospital stay. No significant difference was found on amount of 
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reported postoperative pain or narcotic medication use. 
Schmitt and Wooldridge (1973) also attempted to determine 
the effects of psychological preparation for surgery with 50 male 
patients admitted for elective surgery. The experimental treatment 
condition included attendance at a group discussion the evening 
before surgery, which provided for information and feeling discus-
sion, and a visit the morning of surgery by the nurse who had 
directed the group discussion in order to deal with immediate 
feelings and needs. They predicted the experimental group would 
have less stress and a more rapid recovery as demonstrated by 
patients reporting that they slept better and experienced less 
anxiety, were better able to recall their experiences before, during 
and after surgery; required less anesthesia and experienced less 
nausea, vomiting, urinary retention and elevation of blood pressure, 
temperature, and pulse rate; required less pain medication; 
returned more rapidly to oral intake; and were discharged sooner. 
The results showed that the experimental group did more favorably 
on most outcome variables. Schmitt and Wooldridge's findings add 
support to the importance of psychological preparation for the 
surgical patient, but it is difficult to detennine which component 
of the experimental treatment condition provided the positive 
results. 
In summarizing the above research on psychological prepara-
tion for surgery, several pertinent points can be made. First it is 
difficult to draw any strong conclusions because there has been no 
replication. None of the studies are comparable as far as design, 
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type of preparation, measurement technique or outcome variables. 
Because of this, no valid conclusions can be drawn as to frequent 
occurring outcomes expected from psychological preparation. Second, 
the above studies mix different types of information with different 
types of nurse-patient interaction although most evaluate the 
effects of predominantly information or predominantly nurse-patient 
relationship on postoperative recovery. None of the studies use a 
design which allows evaluation and comparison of information 
individually, nurse-patient relationship individually, and informa-
tion and nurse-patient interaction combined. As a result of these 
limitations, several questions can be posed. First, is there a 
preferred way to prepare a patient for the impending stresses of 
surgery? Is a one time structured, information giving intervention 
as effective as individualized nurse-patient interaction where 
individual fears and concerns are identified and dealt with? Or 
is the combination of information and nurse-patient interaction the 
best? If information alone is as effective as either the nurse-
patient interaction or the combination of information and nurse-
patient interaction, then it would seem economical and practical 
to provide a single information giving session which could be used 
for all patients. If however, the time and energy exerted to 
develop a meaningful nurse-patient relationship for expression of 
individual fears and concerns proved to have significant results 
beyond the single information giving session, then the time and 
money needed to carry out such a preparation should be provided. 
Perhaps the combination of both methods would be found most 
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effective even beyond what either could do singularly. 
Felton, Huss, Payne, and Srsic (1976) evaluated and compared 
the effect of information and nurse-patient interaction among 
patients having surgery for the first time. Subjects were randomly 
distributed into three groups: experimental, communication, and 
control. The experimental group received preparatory information 
of the impending surgical experience along with a practice session 
of breathing techniques and appropriate exercises. The communica-
tion group received a nursing intervention which encouraged verbali-
zation of feelings and alleviation of stresses through problem 
solving. The control group received the preparation routinely 
provided by the unit nursing personnel. In comparing the three 
groups following intervention, no significant differences were found 
in relation to postoperative complications, ventilatory functions, 
or length of postoperative hospitalization. The experimental group 
had significantly higher scores on three scales of the Personal 
Orientation Inventory which measures psychological well-being as 
compared to the communication and control groups. In contrast, the 
communication group had significantly greater decrease in anxiety 
followed by the experimental group as measured on the r~ultiple 
Affect Adjective Check List. This study suggests that the added 
preparation beyond the routine floor preparation in both the commun-
ication group and the experimental group had some beneficial 
results. However, it is difficult to determine what factor or 
factors were most significant in leading to the beneficial results. 
The experimental intervention included primarily information whereas 
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the communication intervention dealt more with individual supportive 
care, however, the combination of the two was not investigated so 
that each intervention could be studied individually as well as in 
combination. 
Visintainer and Wolfer (1975) in research done on 84 
children between the ages of 3-12 having tonsillectomies and other 
minor surgeries, attempted to evaluate variations of psychological 
preparation and supportive care designed to increase the adjustment 
of children and their parents. Each patient was randomly assigned 
to one of the three treatment conditions or to a control group. 
The treatment groups consisted of a combination of systematic 
preparation, rehearsal, and supportive care conducted before each 
stressful procedure; a single information session conducted after 
admission; and a consistent supportive relationship with one 
nurse, without systematic preparatory information, provided at the 
same stressful points as the combination preparation. Visintainer 
and Wolfer hypothesized that the combination of both preparatory 
information and a supportive relationship would be the most 
effective stress reducing treatment intervention condition followed 
by the single-information treatment condition, then the consistent 
supportive care only treatment condition, and finally the control 
condition. Their findings did support the hypothesis that the 
combination preparation is the most beneficial in that it increased 
children's cooperation, decreased their upset behavior and problems 
in posthospital adjustment, and resulted in parents reporting less 
anxiety, more adequate information and more satisfaction with the 
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care than the children and parents in the single session prepara-
tion, supportive care, and control conditions. Next most effective 
was the single session information preparation, then the supportive 
care preparation, and finally the control condition. 
Individualized Versus Standard Preparation 
The research mentioned to this point has examined standard 
treatment intervention conditions for all patients. None have 
considered individual variables in planning psychological prepara-
tion for surgery. One such variable is planning individualized 
preoperative preparation according to characteristic manner of 
stress response. Some have conceptualized such a division as 
IIcoping styles. 1I Byrne (1961) maintained that individuals fall 
along a continuum according to the characteristic manner in which 
they respond to a stressful stimuli. At one extreme of the 
continuum are behavioral mechanisms of predominantly avoidance such 
as denial and repression whereas at the other end of the continuum 
are predominantly behavioral mechanisms of approaching such as 
intellectualizing, vigilance, and obsessional behaviors. Initially 
research in this area was done through the use of artificially 
induced stress such as tension-arousing films (Goldstein, Jones, 
Clemens, Flagg, & Alexander, 1965; Lazarus & Alfert, 1964; 
Speisman, Lazarus, Mordkoff, & Davison, 1964). Within the clinical 
setting, the impending stress of surgery has been used to study the 
effects of psychological preoperative preparation among those with 
different coping styles. 
Andrew (1970), using the preoperative treatment condition 
14 
of information, hypothesized that patients who use the coping style 
of intellectualization and vigilance toward the stress (sensitizers) 
rather than avoidance of the stress (avoiders) would welcome infor-
mation about the impending stress which would reduce anxiety and 
lead to a more rapid recovery from surgery with fewer medications. 
In contrast, she predicted avoiders, who seldom use intellectual-
izing defenses and prefer to deny the impending stress, would 
benefit least from the information and intermediate group (neutrals), 
would improve an intermediate amount. However, the findings failed 
to support these predictions. The neutral group improved the most, 
requiring less time for recovery and fewer medications when 
instructed than not instructed; avoiders required more medications 
but the same length of hospitalization when instructed; and among 
sensitizers there were no differences. The unexpected results were 
explained in terms of different adaptation patterns among the coping 
styles. The author felt sensitizers had already attempted to deal 
with the upcoming surgery even before hospitalization through 
acquiring information and "rehearsal" as they most often do. Thus, 
the short information tape did not provide sufficient additional 
preparation to effect any change. In contrast, avoiders may have 
experienced anxiety arousal as a result of the tape but not had 
time to work from the initial arousal of anxiety to the expected 
decrease in anxiety before surgery_ Several reasons were expressed 
as to why neutrals showed greatest improvement. First, there was 
the possibility they (neutrals) possessed an initially higher 
anxiety which was reduced through preparation. Second, they may 
have been "ripe" for anxiety-reduction since time sequence for 
adaptation may differ among coping styles. Further investigation 
is needed to support these explanations. 
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Kinney (1977) likewise evaluated the effect of preoperative 
information among different coping styles. She also felt sensi-
tizers would benefit most from information as demonstrated by a 
decreased anxiety level. The results failed to show a significant 
difference between the three coping styles in relation to anxiety. 
One interesting finding emerged from this study, even though each 
group differed in mode of coping style, all three groups experienced 
some decrease in anxiety level following preoperative teaching 
although not at a significant level. This provides some evidence 
that perhaps all coping styles can benefit from preoperative 
information even though each coping style responds to the stress in 
a different manner. 
Shipley, Butt, Horwitz, and Farbry (1978) studied the effect 
of repeated viewing among various coping styles of an explicit 
preparation videotape prior to the procedure of endoscopy. 
Patients viewing the preparatory tape were exposed to it either 
zero, one, or three times. Dependent variables included heart 
rate, behavioral ratings, tranquilizers required, and self-
reportings. It was hypothesized that repressors would be initially 
low in anxiety but with one exposure to the preparatory videotape, 
their repressor defenses would be reduced resulting in increased 
distress. With additional exposure to the videotape however, it 
was predicted repressors would have a decreased anxiety. Those 
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repressors viewing the preparation tape once were expected to 
demonstrate higher anxiety than those who did not see the explicit 
videotape. Sensit~izers were predicted to have an initially high 
anxiety but show decreased anxiety with repeated exposures to the 
videotape. The results showed the predicted decrease in anxiety 
among sensitizers with repeated exposure to the videotape. 
Repressors showed the predicted pattern for heart rate and required 
tranquilizers with the repressors receiving one exposure to the 
tape evidencing the greatest arousal and those experiencing the 
three exposures the least. 
The above investigations which look at effects of preopera-
tive stress-reduction techniques among various coping styles suggest 
the need for further investigation within this area. Again we can 
ask whether one method or a combination of methods is preferred for 
all individuals facing surgery or must coping style be considered. 
Considerations might be, would a preoperative preparation with the 
main focus on information be most effective for the sensitizer who 
deals with stress through information gathering, or would both 
sensitizers and repressors benefit equally from preoperative infor-
mation? In contrast, would the repressor benefit more from a 
consistent supportive relationship from a single caregiver since it 
would allow maintenance of the coping style through continued use 
of denial? 
Purpose 
From the above discussion there is evidence that several 
areas of research are needed in relationship to psychological 
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preparation for surgical patients. Because of the added stresses 
among heart surgery patients and evidence that proper intervention 
can decrease postoperative psychological disturbances, heart surgery 
patients were chosen for this investigation. Most research among 
heart surgery patients has been done on patients having valvular 
replacement and repair or congenital repair. Little has been done 
on psychological preparation for aortocoronary bypass graft surgery 
which is increasing each year in use as treatment for coronary 
artery disease. Thus, for the present study, the investigator 
selected patients having aortocoronary bypass graft surgery. 
Because the majority of aortocoronary bypass graft surgery is done 
on male patients, due to the increased coronary artery disease among 
males, the sample was selected from male patients only. The present 
study had three main purposes which looked at several areas. 
The first purpose was to answer the following questions 
about male patients having aortocoronary bypass graft surgery: Is 
there a preferred method for preparing all patients for the stress-
ful experience of heart surgery, or must patients be prepared 
according to individual needs and coping style? Can the same 
positive effects be obtained from a single information giving 
session prior to surgery as from the development of a relationship 
with a single caregiver where stress reduction is an ongoing 
process throughout the hospital experience? Or, would the use of 
both methods significantly improve patient recovery? If a single 
information giving session would provide the same results as 
consistent supportive care from the same nurse or the combination of 
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information and supportive care, then this method would be 
advantageous in conserving time and expense. If, on the other hand, 
consistent supportive care from the same caregiver or the combina-
tion of the single information giving session and consistent 
supportive care showed significant benefits, then the extra 
expense needed for either method would be validated. 
The second purpose of this investigation was to study the 
effects of preparatory information, consistent supportive care, 
and the combination of both among heart surgery patients with 
different "coping sty1es" to determine if a particular coping style 
has a more favorable impact on physiological and psychological 
recovery receiving one form of treatment condition than another. 
As mentioned previously, one conceptual framework designed to 
classify individuals according to their typical behavioral mode in 
dealing with stress is coping styles. The design of this 
investigation was to categorize patients into three main coping 
styles: sensitizers, repressors, and neutrals. As discussed 
previously the sensitizer generally moves towards the stress and 
uses vigilance and intellectualization to deal with the stress. 
The repressor, on the other hand, tends to move away from the 
stress and uses avoidance and denial to deal with the stress. The 
neutral is between these two extremes and generally does not use 
predominantly either of these coping styles. In using scores on 
Byrne's Revised Repression-Sensitization Scale (1963) to determine 
coping style among the sample selected, only repressors and neutrals 
were identified. No sensitizers were among the sample selected. 
No evidence or research is available to determine if this is a 
typical distribution among the population selected for this inves-
tigation. One cannot exclude the effect of socialization of the 
L.D.S. religion (Mormons) among the sample (predominantly L.D.S.) 
which could account for no sensitizers and more repressors and 
neutrals than would normally be found. This finding could be due 
to the cultural tendency among L.D.S. people to focus on positive 
feelings and aspects of life and to deny negative feelings 
particularly considering that Byrne1s Revised Repression-
Sensitization Scale is based on the concept that individuals who 
characteristically use repressive defense mechanisms (repressors) 
are less likely to verbalize negative self-descriptions than an 
individual with sensitizing defense mechanisms (sensitizer). 
Several studies discuss the recovery of heart surgery patients 
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using the coping defense of denial (Gilberstadt & Sako, 1967; 
Kennedy & Bakst, 1966; Layne & Yudofsky, 1971; Morse & Litin, 1969). 
Gilberstadt and Sako (1967) reported that the majority of patients 
use the mechanism of denial when facing heart surgery. However, 
no research is available which examines distribution of different 
coping styles in patients having heart surgery. This is an area 
which needs further investigation. Thus, because of the sample 
selected, only repressors and neutrals were studied. 
The third purpose of this investigation was to study general 
outcomes of patients experiencing heart surgery according to 
coping style. That is, do patients that frequently cope with 
stress through vigilance and information gathering have a more 
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favorable physiological and psychological recovery, or do those 
that repress and deny the impending stress of surgery. The 
literature in this area is limited. Kennedy and Bakst (1966) 
identified two characteristics in patients who have the best prog-
nosls for dealing with the stress of heart surgery: (1) an over-
whelming desire to get well; and (2) a previous history of denial of 
illness which blocks out the fear of anesthesia and the unpleasant 
experiences of the surgery. Gilberstadt and Sako (1967) using the 
r·1i nnesota Mu lti phasi c Personal Hy Inventory, reported that the 
majority of patients use the mechanism of denial when facing heart 
surgery and show normal personality functioning after surgery. 
Morse and Litin (1969) in a study of postoperative delirium found 
the use of denial most frequently among the nondelirious patients. 
In contrast, Layne and Yudofsky (1971) found those patients who 
relied heavily on the defense mechanism of denial developed 
postoperative psychosis more frequently. The results of these 
studies are limited in that the evidence is contradictory and none 
look at the entire continuum of coping styles. That is, no 
investigation was made to compare those who deal with surgical 
stress through denial and those who more towards the stress using 
intellectualization. The present study investigated general 
outcomes according to identified coping style. 
Hypothesis 
From the studies previously reviewed, there is some 
evidence to suggest that both information giving and the nurse-
patient relationship prepare surgical patients psychologically 
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leading to more favorable physiological and psychological recovery. 
Visintainer and Wolfer (1975) in research among children found that 
in combining preparatory information and supportive care, in a 
systematic preparation, they could enhance recovery beyond what 
either preparatory information could do alone or consistent 
supportive care could do alone. Thus, based on Visintainer and 
Wolfer's findings and the two basic assumptions that (1) preparatory 
information would reduce surgical stress by mobilizing the coping 
mechanisms for the impending stress, and (2) a consistent supportive 
relationship would act as an ongoing stress reduction method 
throughout the hospitalization, it was tentatively hypothesized that 
the combination of a single preparatory information giving session 
plus consistent supportive care from the same nurse throughout the 
hospitalization, would result in more favorable physiological and 
psychological recovery than either treatment intervention condition 
used singularly. 
There was no clear basis for hypothesizing the direction of 
differences between preparatory information only and consistent 
supportive care only independent of type of coping style. Whether 
these two treatment groups would be significantly different on any 
of the dependent variables was treated as a research question. 
Likewise due to lack of substantial evidence, treatment 
intervention condition and coping style interaction; and physio-
logical and psychological recovery among different coping styles 
were treated as research questions. 
CHAPTER II 
DESIGN AND METHODOLOGY 
Design 
This was an experimental 3 X 2 (intervention x coping style) 
research design. Each patient was randomly assigned to one of 
three intervention groups: (1) a combination of preparatory sensory 
and factual information (audiovisual presentation) and consistent 
supportive care at stressful points throughout the hospitalization; 
(2) a single-session of preparatory sensory and factual information 
(audiovisual presentation) conducted after admission; and (3) 
consistent supportive care given by one nurse throughout the 
hospitalization at the same stressful points as the combination 
group but without systematic preparatory information. In addition 
each patient was assigned to a coping style using scores on Byrne1s 
Revised Repression-Sensitization Scale. 8yrne 1s scale identifies 
three coping styles: sensitizers, neutrals, and repressors. 
However, in the population selected for this investigation, the 
scores were distributed among those ranges of scores generally 
characteristic of neutrals and repressors. None of the population 
scored between the range generally typical of sensitizers. 
Setting 
The setting for this study was the L.D.S. Hospital in 
Salt Lake City, Utah. This is a privately owned, 570 bed hospital. 
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The cardiovascular surgical unit where the investigation was 
carried out, consists of two distinctive wards and two intensive 
care units. Generally patients are admitted to a 12 bed admission 
and diagnostic ward, are cared for in a 10 bed intensive care unit 
and are then transferred either to an intermediate intensive care 
unit for several more days, or directly to a 24 bed ward for conva-
lescence and discharge. Often patients are transferred back to the 
12 bed admission and diagnostic ward from the 24 bed ward following 
surgery as they further progress. 
The nursing staffs of the two wards are under the supervi-
sion of a single head nurse. The staffs of the two wards do some 
rotating between the two divisions according to nursing needs. The 
two intensive care units are under the supervision of different head 
nurses. All nurses working in the intensive care unit are regis-
tered nurses and have completed a course-designed by the hospital 
in intensive care nursing. The staff working in the intermediate 
intensive care unit and the two wards are composed mainly of 
registered nurses, licensed practical nurses, and a few nurses' 
aides. The form of nursing care administered on the two floor 
divisions is team nursing and a form of primary nursing care. The 
12 bed admission and diagnostic ward does team nursing. This is a 
form of nursing care where a registered nurse acts as the leader of 
the team with several people under her that give direct care to the 
patients. The 24 bed convalescent ward practices a form of primary 
nursing care. Generally on this division the nurse is given the 
same patients for her rotation. During this time she is responsible 
for and gives all the care for those patients during her shift. 




During the data collection period 47 patients met the 
following criteria: (1) between the ages of 50-75; (2) male; 
(3) English speaking and/or the absence of any barriers that would 
prevent written or verbal communication; (4) absence of any 
psychological condition that would require special care as 
documented in the chart; (5) no previous heart surgery; (6) no 
additional heart surgery besides aortocoronary bypass graft 
surgery such as valvular repair. One patient expired immediately 
after surgery and one patient refused participation in the study. 
The total number included in the study was 45. Informed consent 
was obtained from all patients. 
Group Assignment 
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With daily random assignment to one of the three interven-
tion groups, some patients that received different nursing interven-
tions could be placed in adjacent beds. Also, patients receiving 
one type of intervention could be disturbed because theirs was 
different from the patient in the adjacent bed. To minimize these 
possibilities, patients were assigned randomly to one of the three 
treatment intervention conditions on a weekly basis rather than 
daily. Fifteen patients were assigned to each of the intervention 
groups. 
Scores on Byrne's Revised Repression-Sensitization Scale 
(1963) were used to determine coping styles. This scale was given 
the day of admission and includes 127 true-false questions from 
six scales of the Minnesota Multiphasic Personality Inventory. It 
is based on the concept that individuals who characteristically 
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use repressive defense mechanisms (repressors) are less likely to 
verbalize negative self-descriptions than an individual with sensi-
tizing defense mechanisms (sensitizer). Among 134 sophomore 
students (56 male, 76 female) enrolled at the University of Texas 
in a course in adjustment, sample reliability coefficients of .94 
(split-half) and .82 (test-retest) were found. It is also interest-
ing to note that male and female students did not differ signifi-
cantly on mean scores. For this present study, no attempt was made 
to equalize coping styles among treatment intervention groups. In 
fact coping style remained unknown until after discharge so the 
investigator remained blind as to coping style while carrying out 
the intervention. The obtained distribution among the population 
was 22 repressors and 23 neutrals. In the combination treatment 
(CT) intervention, eight repressors and seven neutrals were 
identified; in the preparatory information treatment (PIT) 
intervention, six repressors and nine neutrals; and the consistent 
supportive care treatment (CSCT) intervention, eight repressors 
and seven neutrals. 
Routine Procedures 
All patients are generally admitted two days prior to their 
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scheduled surgical date. On admission to the ward, all patients 
are seen by a nurse who cares for the patient for the remainder of 
the eight hour shift. The nurse completes a nursing history form as 
well as records the patient's vital signs. She then orients him to 
his immediate environment. 
The day before surgery, all patients are visited by an 
anesthesiologist, a respiratory therapist, and a chest therapist. 
The anesthesiologist reviews the patient's chart and after visiting 
with the patient writes preoperative medication orders. The 
respiratory therapist instructs the patient and a practice session 
follows wherein the patient is taught the proper use of specialized 
breathing equipment used postoperatively. The chest therapist 
instructs the patient on proper breathing techniques and exercises 
that will be used following surgery. The attending physician 
generally has daily contact with the patient. 
The general contact of nurses with the patient is limited 
to answering questions initiated by the patient, answering lights, 
meeting special requests, and carrying out the routines such as 
vital signs, bathing etc. No systematic preparatory information or 
supportive care is done. 
The afternoon before surgery or the morning of surgery, 
depending on the time of surgery, all patients have an arterial 
line inserted which is used during and after surgery to monitor 
cardiovascular functions. All patients have a surgical prep which 
will remove the hair from the parts of the body involved in the 
surgery. 
The morning of surgery, all patients are given a shower or 
bath, vital signs are taken and the preoperative medication is 
given approximately 60 minutes before induction of the anesthesia. 
The patient is taken to the operating room on a stretcher by an 
orderly. Following the surgery, all patients are returned 
immediately to the intensive care unit. 
During the patient's hospital stay he will experience at 
least two transfers and possibly more. Because of the various 
transfers between the two intensive care units and the regular 
floor divisions a patient may have a variety of nurses giving care 
although the consistency of one nurse would most likely be on the 
24 bed convalescent ward. However, the consistency may be 
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interrupted by days off of the nursing staff and the transfer back 
to the 12 bed admission ward as the patient progresses and the more 
acute beds are needed by the newly transferred patients from the 
intensive care unit. Consistent care from one nurse throughout 
the hospitalization is very unlikely. 
Treatment Intervention Groups 
Patients on a weekly basis were randomly assigned to one of 
the following three treatment intervention groups: (1) combination 
treatment (CT) intervention; (2) preparatory information treatment 
(PIT) intervention; and (3) consistent supportive care treatment 
(CSCT) intervention (Visintainer & Wolfer, 1975). 
Combination Treatment 
Intervention (CT) 
The purpose of this experimental intervention was to assist 
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the patient in dealing with the stresses of heart surgery through 
a combination of preoperative preparatory information and instruc-
tion plus a supportive relationship with a consistently available 
nurse present at critical stressful times throughout the hospital-
ization. Stressful times were identified as the following: (1) the 
day of admission; (2) the day before surgery; (3) immediately before 
surgery; (4) the afternoon following surgery; (5) the first day 
following surgery; (6) the day of transfer from the intensive care 
unit; (7) two days following the transfer from the intensive care 
unit; (8) the evening before or the day of discharge; and (9) those 
times when the patient or the family requested additional visits 
or because of circumstances when it was necessary in order to main-
tain stress reduction. Each of these identified stressful times 
are a cluster of stressful experiences either before or after. 
Frequent visits allowed for more consistent stress reduction 
throughout the hospitalization rather than a one time session 
directed towards stress reduction. The nurse present at these 
crit i ca 1 peri ods acted "as a II danger-contro 1 authority" as i denti fi ed 
by Janis (1958). Janis defined the term as anyone who is perceived 
as having power to help or hinder one's chances of escaping exposure 
to the full impact of external danger. Janis strongly emphasized 
that a person's attitude towards a "danger-contro1 authority" 
obviously can have a marked impact on the way he/she behaves under 
stressful conditions. Janis predicted that adult surgical patients 
see "danger-control authorities" as wise and trustworthy authorities 
as a consequence of being given correct predictions. Janis felt 
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impressive confirmation of predictions would further enhance the 
trusting attitude towards the "danger-control authorities." Based 
on this belief, Janis argued that the most effective preparatory 
communication would be that which gives a detailed factual account 
of the outstanding perceptual experiences most likely to occur 
whereas one that concentrates on vague and ambiguous events would 
most likely be misinterpreted. Janis maintained that during a 
crisis period, the dominant "danger-control authority" is most 
likely to be the individual from whom one most frequently receives 
warning, directives, and other communications. The development of 
a supportive relationship with a consistent nurse which allowed the 
nurse to function as a "danger-control authority" was based on 
the "expressive functions" of nursing (Dumas, Anderson, & Leonard, 
1965; Johnson & Martin, 1958; Skipper, 1965). These functions deal 
with the "caring" components of nursing. Johnson and Martin (1958) 
describe the activities of the expressive functions as creating a 
comfortable pleasant environment, explaining, reassuring, under-
standing, supporting, and accepting the patient. These acts serve 
to provide direct gratification to the patient which lowers anxiety 
level. 
The format used in establishing the supportive relationship, 
using the "expressive functions II of nursing, is that described by 
Orlando (1961) as the "deliberative nursing process." This process 
focuses around the nurse trying to understand the meaning to the 
patient of the behavior the nurse observes and what the patient 
needs from the nurse in order to be helped. 
The information component of the combination treatment 
intervention, was supplied throughout the hospitalization as the 
consistent nurse felt appropriate to alleviate and decrease the 
concerns and fears expressed by the patient. However, through a 
formalized audiovisual presentation which was developed by the 
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nurse investigator with assistance from the nursing staff, doctors, 
and several patients who had previously had heart surgery, the 
patient was provided sensory and factual information about the 
sequence of events, role expectations of staff members, hospital 
policies and routines, sensory expectations, and role expectations 
of the patient and the patient's family. This information was 
presented through verbal description and pictures of actual situations 
the patient would experience. For instance, pictures of the inten-
sive care unit and the equipment that would be used in the patient's 
care were shown along with a description of sensory expectations and 
purposes. The presentation was designed to simulate as closely as 
possible those situations the patient would actually experience 
throughout his hospitalization. 
The patient who received the combination treatment inter-
vention was visited the day of admission by the investigator who is 
a nurse. At that time the nurse would begin the development of the 
relationship with the patient through supportive care. The goal of 
the relationship was to develop trust between the nurse and the pa-
tient through repeated expressions of concern, genuine interest, ac-
ceptance, reassurance, understanding, and support at stressful points 
throughout the hospital experience. This would allow for expression 
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and mitigation of concerns and fears at frequent intervals. The day 
before surgery, the patient and his family if present were shown the 
audiovisual presentation. Following the presentation, the nurse pro-
vided opportunity for questions and expression of concerns. Measures 
were taken to alleviate or decrease the concerns and fears through 
supplying additional information and reinforcement of appropriate 
resources. The patient was then visited again at each of the identi-
fied stressful periods. With each visit, using Orlando's "delibera-
tive nursing approach," the desired outcome was that of developing a 
trusting relationship for the verbalization and mitigation of 
concerns and fears and the mobilization of appropriate resources. 
Treatment 
The preparatory information treatment group received only 
the audiovisual presentation (same as combination treatment 
intervention) on the day before surgery. As previously mentioned, 
the audiovisual presentation was designed to simulate as closely 
as possible those experiences the patient would actually have along 
with needed instruction. The patient and his family (if available) 
were shown the audiovisual presentation the day before surgery. 
After the presentation, the nurse made no attempt to establish a 
trusting, meaningful relationship through the "expressive functions" 
of nursing. The main preparation this group received then was 
strictly a single information audiovisual presentation and then 
any support which might be received from the regular nursing staff 
through the day to day routine nursing procedures which did not 
include any systematic preparation or supportive care. 
The main focus of this intervention was to look singularly 
at the effect of consistent supportive care from the same nurse 
throughout the hospitalization. This group was not shown the 
information audiovisual presentation but was seen by the nurse 
investigator on the day of admission and at each of the other 
identified stressful times as mentioned under the combination 
treatment intervention. As previously mentioned, through the use 
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of the lIexpressive functions ll of nursing and Orlando's IIdeliberative 
nursing approach,1I a trusting relationship was established which 
allowed for the expression and mitigation of current concerns and 
fears. No attempt was -made to anticipate future concerns or 
provide advanced information or role expectations. Rather, 
emphasis was placed on dealing with present concerns and fears. 
Each visit allowed for expression of concerns and fears around 
current events and stresses. . 
Outcome Variables 
The outcome or dependent variables were selected on the 
basis of previous research in this area and theoretical relevance 
to the heart surgery patient. Attempt was made to use both 
physiological and psychological indicators of recovery. Physio-
logical aspects of patient recovery included recovery indicators 
and complications. Psychological aspects of recovery included 
patient self-ratings of (1) their emotional status, and (2) their 
physical recovery. 
Recovery Indicators 
The following items were evaluated and listed as recovery 
indicators: (1) number of days in the intensive care units; 
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(2) number of hospitalized days after surgery; (3) number of 
postoperative analgesics up to and including the fifth postoperative 
day; (4) number of postoperative hypnotics up to and including the 
fifth postoperative day; (5) number of postoperative tranquilizers 
up to and including the fifth postoperative day; (6) number of 
elevated temperatures 1000 Fahrenheit and above. This information 
was gathered from the patient's records. 
Complications 
Complications postoperatively were evaluated and organized 
into several categories which included frequent occurring complica-
tions, occurring complications, and total number of complications. 
The data for evaluation of complications were obtained from patient 
records and included progress notes, nurses' notes, graphic 
records, and laboratory and x-ray records. Frequent occurring 
complications were complications occurring often which could be 
organized into several categories. Included among frequent occur-
ring complications were total number of arrhythmia complications, 
total number of gastrointestinal complications, total number of 
pulmonary compl i cati ons, and total number of i nfecti on compl i ca-. 
tions. Occurring complications were those complications occurring 
among postoperative patients. Nineteen different complications 
were identified. For a list of these complications see Tables 9 and 
10. A total complication score was determined for each patient 
using the 19 complications listed on Tables 9 and 10. 
Patient Self-Ratings 
Two patient self-rating inventories were made at three 
points during hospitalization: (1) the Mood-Feeling Inventory 
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(see Appendix) was designed by Wolfer and Davis (1970), to provide 
a short self-report measurement of emotional state for hospitalized 
patients. It consists of adjectives describing both positive and 
negative affect. However, unlike the usual adjective checklist, 
the inventory allows the patient to indicate on a 5-point scale 
the degree to which he experiences each of the feelings described 
by the adjectives. The positive and negative adjectives can then 
be scored individually providing a positive affect score and a 
negative affect score. Wolfer and Davis postulated that internal 
consistency for this tool would be a negative correlation between 
the positive affect rating and the negative affect rating. This 
was found to be the case; females -.77 and males -.71 (Wolfer & 
Davis, 1970). The format used for this inventory was similar to 
that used by Wolfer and Davis (1970) with the exception that 
adjectives were selected according to those most likely to be 
experienced by heart surgery patients. It consisted of 16 
adjectives describing both positive and negative affect. The 
following six words formed the positive affect scale: calm, 
comfortable, confident, optimistic, peaceful, and relaxed. The 
other 10 negative affect adjectives were intermixed with the six 
positive affect adjectives. The negative affect adjectives 
included: anxious, apprehensive, depressed, disturbed, frightened, 
nervous, tense, uneasy, upset, and worried. Each rating scale 
was scored from zero to fou~ and the positive affect adjectives 
were summed for a total positive affect ra~ing and the negative 
affect adjectives were summed for a total negative affect rating. 
The highest possible positive affect rating was 24 which indicated 
the most positive affect. The highest possible negative affect 
rating was 40 which indicated the most negative affect. Each word 
appeared on a separate sheet along with a 5-point rating scale 
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which varied from IInot at all il to livery much. II Separate sheets for 
each adjective were used to encourage independent ratings in that 
the patient was unable to see how he had rated the other words. The 
Mood-Feeling Inventory was administered the day of admission (two 
days before surgery) prior to any intervention which was used for 
comparison of the groups preoperatively. The same inventory was 
administered on two other days following surgery. This was 
generally done the first day after transfer from the intensive 
care unit (usually two days after surgery) and then three days 
following this. 
(2) The Recovery Inventory (see Appendix) consisted of a 
6-point scale upon which the patient rated his physical state 
preoperatively and postoperatively from very poor to excellent in 
terms of appetite, ability to tolerate food, ability to cough, 
ability to sleep at night, bowel condition, ability to urinate, 
strength and energy, ability to do things for self, ability to move 
around and get out of bed, and interest in what was going on 
around the patient. This scale was adopted from the one developed 
by Wolfer and Davis (1970). The purpose of this inventory was to 
obtain the patient's perception of how well he was recovering. 
This inventory was administered the same times as the Mood-Feeling 
Inventory which was the day of admission prior to intervention and 
two different days postoperatively. The least favorable score 
possible was zero and the most favorable 50. 
Data Collection 
Data were collected over a six month period of time. 
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Informed consent to participate in the study was obtained from all 
patients by the investigator. Preoperative testing (admission Mood-
Feeling Inventory, admission Recovery Inventory, and Byrne's Revised 
Repression-Sensitization scale) was done by the investigator at the 
time the consent was signed before any intervention. All post-
operative testing administration (first and second Mood-Feeling 
Inventory and Recovery Inventory) was done by a nurse not involved 
as a caretaker or responsible for giving direct care to the 
patient, and was blind as far as group assignment. The investigator 
who acted as the caregiver to provide consistent supportive care in 
both the combination treatment intervention and the consistent 
supportive care treatment intervention did not participate in giving 
direct physical care to the patient except in a few isolated 
incidences when appropriate for stress reduction. However, she was 
introduced as a nurse and dressed as a nurse. The staff involved in 
direct patient care were aware of generalities of the study but were 




A two-way analysis of variance (treatment by coping style) 
was performed on the following variables: preoperative and surgical 
variables, recovery indicators, complications, and patient self-
ratings. The two-way analysis of variance allowed simultaneous 
investigation of these variables according to treatment interven-
tion, coping style, and treatment intervention-coping style 
interaction. From the data three kind of statements could be made: 
(1) the effects of treatment intervention independent of coping 
style; (2) the effects of coping style independent of intervention; 
and (3) the interaction of intervention and coping style. In 
addition, on the recovery indicators (see Tables 5 and 6), a 
multivariate analysis of variance was done which allowed investi-
gation of the six recovery indicators simultaneously according to 
intervention, coping style, and intervention-coping style 
interaction. Where significance was found on the two-way analysis 
.. 
of variance, a Scheffe multiple comparison test was used. This 
decision was based on Petrinovich and Hardyck1s findings (1969) 
where seven methods for paired comparisons were tested for 
sensitivity to violation of established requirements. The t-test 
methods and the Duncan multiple range test were found to produce 
far more Type I errors under null conditions than is acceptable. 
"'" The Scheffe and Tukey produced the fewest Type I errors. In 
contrast, the Scheffe and Tukey have the potential of producing 
the greatest number of Type II errors. Petrinovich and Hardyck in 
determining the type of multiple comparison method to use, 
"'" 
suggested the Scheffe multiple comparison as the initial test of 
choice. If signifi·cant differences among groups were found by the 
"" 
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Scheffe method, the possibility of drawing erroneous conclusions is 
unlikely. On individual complications no statistical analysis was 
done due to small frequency cell size which prevented fulfillment 
of established requirements for analysis. Individual complications 
are listed according to actual frequency. 
A separate table for treatment intervention and coping style 
will be used to show the findings. Where an interaction between 
treatment intervention and coping style is demonstrated, notation 
will be made in the discussion. 
Preoperative and Surgical Variables 
Table 1 gives the means and I ratios for subjects according 
to treatment group of the following variables: age, total number 
of previous myocardial infarctions, total number of times in an 
intensive care unit previous to this admission, total number of 
aortocoronary bypass grafts, length of time in minutes on extra-
corporeal bypass, and length of surgery in minutes. As can be seen, 
the groups did not differ significantly on these variables except 
length of time on extracorporeal bypass where the combination 
treatment (CT) intervention group and the consistent supportive care 
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Table 1 
Mean Scores on Preoperative and Surgical Variables 
According to Treatment Group 
(df = 2) 
CSCT PIT CT 
Variable N 15 15 15 F 
Age 58.13 59.80 59.53 .327 
No. of myocardial 
infarctions .33 1 .07 .80 2.74 
No. of times in 
intensive care 
unit .33 1 .00 .67 2.24 
No. of aortocoronary 
bypass grafts 2.73 3.40 3.00 1.69 
Length extracorporea1 
bypass (mi nutes) 142.33 172.80 146.47 3.53* 
Length of surgery 
(minutes) 297.40 328.00 330.40 1.22 
*.2. < • 04 
Table 2 
Mean Scores on Preoperative and Surgical Variables 
Variable 
Age 
No. of myocardial 
infarct; ons 
No. of times in 
intensive care 
unit 




Length of surgery 
(minutes) 
According to Coping Style 
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treatment (CSCT) intervention group were on extracorporeal bypass 
less than the preparatory information treatment (PIT) intervention 
group. However, this significant f ratio when followed by a Scheffe 
multiple comparison test, revealed no difference among the groups. 
There is a tendency (£ .08) for the preparatory information 
treatment (PIT) group to have experienced more myocardial infarc-
tions than the other treatment groups. Both of these findings 
(increased myocardial infarctions and increased extracorpeal 
bypass length) among the preparatory information treatment (PIT) 
group have the potential of leading to less favorable recovery 
whereas the findings on the same variables among the consistent 
supportive care treatment group (CSCT) have the potential of 
leading to the most favorable recovery. 
Tables 3 and 4 present the day of admission mean scores and 
f ratios on the Mood-Feeling Inventory and Recovery Inventory 
according to treatment group and coping style. The group li's vary 
because some patients did not complete all ratings. On the Mood-
Feeling Inventory, analysis was made of Positive Affect individually 
and Negative Affect individually in addition to being combined for 
a Total Positive Affect Score. This was done by subtracting the 
actual Negative Affect Score from the possible Negative Affect Score 
(40-actua1 Negative Affect Score), proportionally weighing it (since 
the highest Positive Affect Score is 24 and the highest Negative 
Affect Score is 40) and then adding it to the obtained Positive 
Affect Score. 
As can be seen from Table 3, the treatment groups did not 
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Table 3 
Mean Admission Mood-Feeling Inventory (MFI) and Recovery 
Inventory (RI) Scores According to Treatment Group 
(df = 2) 
Variable N CSCT N PIT N CT F 
Admission MFI 
Positive Affect 15 15.73 15 15.33 15 17.93 1 .04 
Negative Affect 15 15. 13 15 14.73 15 10.80 1 .10 
Total Positive 
Affect 15 30.65 15 30.49 15 35.45 1 .57 
Admission RI 13 36.62 15 33.07 14 34.71 .40 
NOTE: Maximum Positive Affect score = 24 
Maximum Negative Affect score = 40 
Maximum Total Positive Affect Score = 64 
Maximum Recovery Inventory score = 50 
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Table 4 
Mean Admission Mood-Feeling Inventory (MFI) and Recovery 
Inventory Scores (RI) According to Coping Style 
(df = 1) 
N Repressors N Neutrals 
Admission MFI 
Positive Affect 22 18.28 23 
Negative Affect 22 9.86 23 
Total Positive 
Affect 22 36.36 23 
Admission RI 20 38.36 22 
NOTE: Maximum Positive Affect score = 24 
Maximum Negative Affect score = 40 
Maximum Total Positive Affect score = 64 
Maximum Recovery Inventory score = 50 
*Q < .03 
**Q < .02 









differ on the admission Self-Ratings. 
However, Table 4 indicates that among coping styles 
repressors and neutrals varied significantly. The repressors 
reported significantly more positive feelings on admission and 
significantly less negative feelings in comparison to neutrals. 
Also, on the admission Recovery Inventory, which allowed patients 
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to rate themselves preoperatively on the same aspects of physical 
function as postoperatively, the repressors scored significantly 
better than the neutrals. In a stressful situation such as upcoming 
surgery,it follows that repressors would tend to deny the upcoming 
event and focus upon positive feelings. Likewise, it would be 
expected that repressors would focus on their physical well-being 
and deny the presence of physical dysfunction as indicated by the 
significant higher score on the admission Recovery Inventory which 
focuses on the patient1s perception of physical well-being. 
An analysis was made of the total length of time spent with 
each patient (minutes) and the total number of visits other than the 
audiovisual preparatory information session for each of the treat-
ment groups and for the coping style groups. By design the combina-
tion treatment group and the consistent supportive care treatment 
group received visits at identified stressful points throughout the 
hospitalization whereas the preparatory information treatment group 
was seen only once (audiovisual information session) during the 
hospitalization. No significant difference was shown between the 
combination treatment group (9.2 visits, 126.40 minutes) and the 
consistent supportive care treatment group (9.5 visits, 118.67 
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minutes) on total number of visits or total length of time spent 
with each patient. Repressors (9.1 visits, 119.75 minutes) and neu-
trals (9.7 visits, 125.71 minutes) did not differ significantly in 
number of visits or length of time spent with each patient. 
Recovery Indicators 
Table 5 presents the means and f tests for the following 
recovery indicators according to treatment group: number of days 
in the intensive care unit, number of days in the hospital after 
surgery, number of analgesics, number of hypnotics, number of 
tranquilizers, and number of elevated temperatures (100 0 Fahrenheit 
and above). The results of the analysis of variance indicate there 
were no significant differences among the groups except in mean 
number of tranquilizers. A Scheffe multiple comparison test 
showed a significant difference at the .05 level in favor of the 
preparatory information treatment (PIT) group having fewer 
tranquilizers than the consist€nt supportive care treatment (CSCT) 
group. No significant difference was found between the preparatory 
information treatment (PIT) group and the combination treatment (CT) 
group or the consistent supportive care treatment (CSCT) group and 
the combination treatment (CT) group. 
Table 6 shows mean number of days in the intensive care 
unit, number of days in the hospital after surgery, number of 
analgesics, number of hypnotics, number of tranquilizers, and 
number of elevated temperatures according to coping style. As 
can be seen, repressors were not significantly different from 
neutrals on these recovery indicators. 
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Table 5 
Mean Scores of Recovery Indicators 
According to Treatment Group 
(df = 2) 
CSCT PIT CT 
Variable N 15 15 15 F 
No. of days in intensive 
care unit 2.73 2.40 2.60 .373 
No. of days in hospital 8.67 7.53 7.73 1 .32 
No. of analgesics 20.27 21.07 20.73 . 115 
No. of hypnotics 1 .67 2.00 2.47 .974 
No. of tranquilizers 3.60 1 .67 2.33 3.64* 
No. of elevated 
temperatures 3.07 2.73 1 .33 1 .55 
Multivariate test of 
significance for 
recovery indicators 1 • 13 
*.E. < .04 
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Table 6 
Mean Scores of Recovery Indicators 
According to Coping Style 
Repressors Neutrals 
Variable N 22 23 F 
No. of days in intensive 
care unit 2.54 2.56 .000 
No. of days in hospital 7.74 8.30 .818 
No. of ana-l ges i cs 20.60 20.97 .095 
No. of hypnotics 2.35 1 .72 1.76 
No. of tranquilizers 2. 17 2.85 1 . 18 
No. of elevated 
temperatures 2.25 2.41 .029 
Multivariate test of 
significance for 
recovery indicators .666 
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Complications 
Frequent occurring complications following aortocoronary 
bypass graft surgery ~re listed on Table 7 according to treatment 
group. As can be seen there were no significant f tests for the 
mean number of arrhythmia complications, gastrointestinal complica-
tions, pulmonary complications or infection complications. However, 
there seems to be a tendency in favor of the combination treatment 
(CT) group as demonstrated by a lower incidence of total arrhythmias 
(£ .133) and a lower incidence of infections (R .098). The 
consistent supportive care treatment (CSCT) group on the other hand 
experienced the greatest number of arrhythmias and infection 
complications. 
Table 8 presents the same variables as Table 7 according 
to coping style. No significant differences on mean number of 
arrhythmia, gastrointestinal, or pulmonary complications are 
demonstrated between repressors and neutrals. However, the 
significant f test on mean number of infections (£ .031) indicated 
neutrals had fewer infections than repressors. 
Further examination of mean number of infections reveals 
a significant two-way interaction (R .018) between type of 
intervention and coping style. Additional analysis of intervention 
; 
and coping style interaction was made using the Scheffe multiple 
comparison test. In looking at repressors only, the combination 
treatment (CT) group did significantly better (.05 level) than the 
consistent supportive care treatment (CSCT) group in having fewer 
infections. No significant difference was demonstrated between 
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Table 7 
Mean Scores of Frequent Occurring Complications 
According to Treatment Group 
(df = 2) 
CSCT PIT CT 
Variable N 15 15 15 F 
No. arrhythmia complications 1 .33 1 .00 .867 2. 13 
No. gastrointestinal 
complications .733 .933 .400 1 .54 
No. pulmonary complications 2.00 1 . 73 1 .67 .683 
No. infection complications .400 .200 .067 2.47 
Table 8 
Mean Scores of Frequent Occurring Complications 
According to Coping Style 
Variable 
No. arrhythmia complications 
No. gastrointestinal 
complications 
No. pulmonary complications 
No. infection complications 
*E. < .04 
N 



















repressors in the preparatory information treatment (PIT) and 
consistent supportive care treatment (CSCT) groups or the prepara-
tory information and combination treatment groups. I~ comparison 
among neutrals, no significant interaction between treatment 
intervention and coping style was demonstrated for incidence of 
infections. 
Tables 9 and 10 present further breakdown of complications 
according to treatment group and coping style. No statistical 
analysis was made on this data due to small frequency cell size 
which prevented fulfillment of established requirements for anal-
ysis. 
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Table 9 indicates similar frequency of complications among 
the three treatment intervention groups. Table 10 indicates several 
areas where there was a variance of frequency between repressors and 
neutrals on complications. Neutrals experienced fewer wound 
infections than repressors whereas postcardiotomy delirium and 
pleural effusions were much less among repressors than neutrals. 
From the list of complications presented on Tables 9 and 10, 
the total number of complications for each subject was determined. 
This information is presented in Tables 11 and 12. 
As can be seen from the analysis of variance results on 
Table 11, there was a significant difference (£ .013) between 
treatment groups with the combination treatment (CT) group having 
the least number of complications. A Scheffe multiple comparison 
test showed that the combination treatment group had significantly 
(.05 level) fewer complications than the consistent supportive care 
Table 9 
Frequency of Complications According 
to Treatment Group 
CSCT PIT 
Variable N 15 15 
Atrial arrhythmias 7 3 
Ventricular arrhythmias 3 4 
Combination arrhythmias 
(Atrial and ventricular) 5 4 
Diarrhea 3 
Nausea 7 7 
Vomiting 3 4 
Atelectasis 13 13 
Pleural effusion 9 11 
Pulmonary edema 2 1 
Pulmonary embolus 1 0 
Pneumothorax 0 
Hemithorax 0 0 
Prolonged hypoxemia 3 0 
Pul mona ry infection 1 
Wound infection 4 2 
Urinary tract infection 0 
Nerve compression 2 0 
Abnormal clot formation 0 2 






















Frequency of Complications According 
to Coping Style 
Repressors Neutrals 
Variable N 22 23 
Atrial arrhythmias 6 10 
Ventricular arrhythmias 5 3 
Combination arrhythmias 
(Atrial and ventricular) 5 7 
Diarrhea 2 3 
Nausea 10 8 
Vomiting 5 3 
Atelectasis 19 18 
Pleural effusion 13 18 
Pulmonary edema 2 1 
Pulmonary embolus 0 
Pneumothorax 0 2 
Hemithorax 0 
Prolonged hypoxemia 3 
Pulmonary infection 
Wound infection 6 1 
Urinary tract infection 1 0 
Nerve compression 1 1 
Abnormal clot formation 3 
Postcardiotomy deliri-um 5 11 
Variable 
Table 11 
Mean Total Number of Complications 









Mean total number 
complications 4.93 4.27 3.53 
*£. < .02 
Variable 
Mean total number 
complications 
Table 12 
Mean Total Number of Complications 
According to Coping Style 
N 













treatment (CSCT) group. However, no significant difference was 
shown between consistent supportive care and preparatory information 
treatment (PIT) groups or preparatory information and combination 
treatment groups. 
Table 12 indicates there were no significant differences 
in total number of complications between repressors and neutrals. 
However, on total number of complications, a significant interac-
tion between treatment groups and coping style was revealed (£ .011). 
'" Further examination through a Scheffe multiple comparison test 
showed that repressors in both the combination and preparatory 
information treatment groups had significantly (.05 level) fewer 
complications than did the consistent supportive care treatment 
group. No significant difference was found between repressors in 
the preparatory information and combination treatment groups. In 
comparison, among neutrals, no interaction was found between 
treatment intervention and coping style on total number of complica-
tions. 
Patient Self-Ratings 
Tables 13 and 14 present the postoperative patient self-
rating means according to treatment group and coping style. The 
group Ns vary because some patients did not complete all the 
ratings. As can be seen, no significant differences occurred among 
treatment groups on postoperative ratings of positive and 
negative feelings. However, on the first day after transfer from 
the intensive care unit, there was a tendency (£ .116) for the 
combination treatment group to report more positive feelings. 
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Table 13 
Mean Postoperative Mood-Feeling Inventory (MFI) and Recovery 
I nvento ry (RI) Scores According to Treatment Group 
(df = 2) 
Variable N CSCT N PIT N CT F 
First MFI 
Positive affect 13 15.62 12 16.75 13 19.62 2.32 
Negative affect 13 10.23 12 13.58 13 7.00 1 . 14 
Total positive affect 13 33.48 12 32.60 13 39.42 1 .94 
Second MFI 
Positive affect 15 17.07 12 16.08 14 19.07 .683 
Negative affect 15 8.53 12 11 .33 14 4.86 1 . 13 
Total positive affect 15 35.95 12 33.28 14 40. 16 1 .28 
Combined MFI (first and 
second) 
Positive affect 13 32.23 10 32.60 13 38.46 1 .68 
Negative affect 13 20.08 10 24.50 13 12. 15 1 .21 
Total positive affect 13 68. 18 10 65.90 13 79. 17 1 .93 
First RI 13 23.85 12 26.00 13 28.77 1 .68 
Second RI 15 28.60 12 28.83 14 32.79 1 .82 
Combined RI (first and 
second) 13 52.38 10 53.60 13 61.38 2.08 
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Table 14 
Mean Postoperative Mood-Feeling Inventory (MFI) and Recovery 
Inventory Scores (RI) According to Coping Style 
(df = 1) 
Variable N Repressors N Neutrals F 
First MFI 
Positive affect 21 17.41 17 17.03 .023 
Negative affect 21 9.76 17 11 . 19 .432 
Total positive affect 21 35.55 17 34.32 . 131 
Second MFI 
Positive affect 21 19. 12 20 15.50 6.38** 
Negative affect 21 5.41 20 10.84 4.05* 
Total positive affect 21 39.87 20 33.00 7.43** 
Combined MFI (first and 
second) 
Positive affect 20 36.00 16 32.01 1 .92 
Negative affect 20 15.37 16 23.41 1 .81 
Total positive affect 20 74.78 16 65.96 2.66 
First RI 21 27.24 17 24.81 .631 
Second RI 21 31.25 20 28.79 3.73 
Combined RI (first and 
second) 20 57.58 16 53.22 1 .48 
*.2. < .06 
**.2. < .02 
58 
Table 14 demonstrates no significant difference among 
repressors and neutrals on the first postoperative Mood-Feeling 
Inventory but do on the second postoperative Mood-Feeling Inventory. 
Repressors reported more positive feelings and fewer negative 
feelings in comparison to neutrals. Also, on the combined Mood-
Feeling Inventory (first and second) there was a tendency (~ .113) 
for repressors to report more overall positive feelings than 
repressors as demonstrated on the combined Total Positive Affect 
Score (see p. 41). 
Table 13 indicates there was no significant difference among 
treatment groups on postoperative Recovery Inventories. Table 14 
likewise demonstrates no significant difference between repressors 
and neutrals on postoperative Recovery Inventories. However, there 
was a near significant difference (~ .064) in favor of repressors 
reporting greater physical well-being than neutrals on the second 




The results did not consistently support the hypothesis that 
an intervention which combined factual and sensory information along 
with consistent supportive care would result in more favorable 
outcome on recovery indicators, complications, and patient self-
ratings of emotional status and physical recovery than either 
preparatory information alone or consistent supportive care alone. 
However, the results consistently indicated that consistent 
supportive care only, without factual and sensory information of 
upcoming events, is not as effective as preparatory information 
alone or the combination of preparatory information and consistent 
supportive care in producing positive results on recovery indicators, 
complications, and patient self-ratings. No significant differences 
were found between patients receiving the combination of information 
and supportive care and those receiving only a single preparatory 
information session as had been hypothesized. However, evidence 
suggests that consistent supportive care in addition to preparatory 
information received in the combination treatment group, was 
relatively better than a single preparatory information session 
alone in that comparison of the three treatment intervention groups 
revealed more significant differences in favor of the combination 
treatment group. 
Combination versus Consistent 
Supportive Care Treatment 
Groups 
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The hypothesis was supported that a combination of prepara-
tory information and consistent supportive care would result in 
more favorable recovery than consistent supportive care alone. On 
total number of complications, the compination of preparatory 
information and consistent supportive care in the combination treat-
ment group was significantly more effective in reducing total 
number of complications than the treatment group receiving only 
consistent supportive care. Further breakdown of total complica-
tions, although not statistically significant, indicated a tendency 
for the combination trea~lent group to experience fewer infection 
and arrhythmia complications than those receiving only consistent 
supportive care. On patient self-ratings of their emotional and 
physical condition, no significant differences between combination 
and consistent supportive care treatment groups were demonstrated. 
However, on the first postoperative Mood-Feeling Inventory, there 
was a tendency (£ .116) for those receiving the combination of 
information and support to report more positive feelings than 
those receiving only consistent supportive care. This finding 
provides some evidence that patients report more positive feelings 
when they are given not only support in relation to present 
concerns but also preparatory information of upcoming events rather 
than consistent support only at stressful points. No significant 
differences were found between the combination and consistent 
supportive care treatment groups on recovery indicators. 
Combination versus Preparatory 
Information Treatment Groups 
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The comparative results for the combination treatment group 
and the single session preparatory information group demonstrated 
no significant difference on recovery indicators, complications, 
or patient self-ratings. It was hypothesized that the combination 
treatment group who received factual and sensory information of 
upcoming events in addition to consistent supportive contact from 
the same nurse would do significantly better than the group 
receiving only factual and sensory information in that it would 
provide preparatory information of upcoming events in addition to 
the establishment of a warm trusting relationship which would a110w 
opportunity for consistent stress reduction through the hospitaliza-
tion. However, no significant differences were found. One cannot 
exclude the possibility of the development of a consistent 
supportive relationship with a member or members of the nursing 
staff in those receiving only preparatory information. It was 
assumed that this was not likely to take place in that each patient 
was transferred at least two times during their hospitalization. 
Care from three different sets of nursing staffs would decrease the 
possibility of establishing a supportive relationship with at least 
one nurse. These findings suggest the need for further investiga-
tion to determine if consistent supportive contact from the same 
nurse beyond preparatory sensory and factual information provides 
added benefit or can this same support be provided through 
relationships with several nurses. 
Preparatory Information versus 
Consistent Supportive Care 
Treatment Groups 
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The comparative results for the single session preparatory 
infonnation treatment group and the consistent supportive care 
treatment group revealed no significant differences on complications 
or patient self-ratings. On the recovery indicators, the group that 
received preparatory sensory and factual information were given 
significantly fewer tranquilizers than those who received consistent 
supportive contact from the same nurse throughout the hospitaliza-
tion. This provides some evidence that consistent supportive care 
at critical stressful points during the hospitalization is not as 
effective in reducing stress as systematic factual and sensory 
information which prepares the patient for upcoming events, and as 
a result, a greater number of tranquilizers is required to decrease 
stress. 
Copi ng Styl e 
Repressors versus Neutrals 
In looking at the comparative results of the two identified 
coping styles, no significant differences were found among 
repressors and neutrals on recovery indicators. However, on 
incidence of complications and patient self-ratings, differences 
were found. Neutrals experienced significantly fewer infections 
than repressors. Further breakdown of specific types of infections, 
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although not statistically analyzed, indicated fewer wound infections 
among neutrals. In contrast, the incidence of pleural effusions and 
postcardiotomy delirium occurred less frequently among repressors 
although not statistically analyzed. However, postcardiotomy 
delirium was operationalized in this study from written charts only, 
when in fact, the investigator found patients had postcardiotomy 
delirium more frequently than was reported on the chart. In keeping 
with the typical coping behavior of the repressor, it would be 
predicted that repressors would report postcardiotomy delirium less 
than neutrals. Thus, it is difficult to determine (because of how 
postcar'diotomy delirium was operationalized) whether there was 
actually less delirium among repressors or if fewer reported it than 
neutrals. In future investigations, a more accurate and systematic 
method should be used to determine the presence of postcardiotomy 
delirium. At a significant level, patient self-ratings on the 
second postoperative Mood-Feeling Inventory revealed that repressors 
reported more positive feelings and fewer negative than neutrals. 
In addition, there was a tendency on the combined total Positive 
Affect score for repressors to report overall more positive feelings 
than neutrals. Also, on the second postoperative Recovery Inven-
tory, there was a near significant tendency (R .064) for repressors 
to report a better level of physical function than neutrals. These 
findings are not surprising in that repressors tend to focus on 
positive feelings and physical well-being and deny the stress and 
negative feelings. However, one cannot exclude the possibility that 
the denying of negative feelings and physical dysfunction and 
focusing on positive feelings and physical well-being actually 
leads to more rapid physical recovery and psychological well-being 
which the patient then reports. 
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It is interesting to note that no significant differences 
were found among the coping styles on the first postoperative Mood-
Feeling Inventory and Recovery Inventory. Many of the critical 
stressful experiences of the hospitalization are clustered around 
this period of time. These results suggest the possibility that 
during the immediate time after surgery, the repressor is unable to 
deny the reality of the stress. However, as he begins to recover 
and becomes more confident of his recovery, he again denies the 
stress and focuses on positive feelings and physical sense of 
well-being. 
Treatment Intervention and Coping 
Style Interaction 
In looking at the interaction of intervention and coping 
style, it was predicted that those identified as sensitizers would 
benefit most from the combination preparation and least from the 
consistent supportive care treatment. This prediction was based on 
the assumption that sensitizers cope with stress through information 
gathering. The combination preparation would provide the sensitizer 
with preparatory factual and sensory information of upcoming events 
along with consistent supportive care from which he could continue 
to gather information throughout the hospitalization. The 
consistent supportive care treatment group on the other hand would 
provide the sensitizer with supportive care but no structured 
information of upcoming events which he generally utilizes for 
coping with the stress. In contrast, it was expected that repres-
sors would benefit most from consistent supportive care where no 
systematic information of upcoming events was supplied in that it 
would allow denial of the upcoming stress. 
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Since no sensitizers were identified in our sample, only 
treatment intervention interaction among repressors and neutrals 
could be investigated. Looking at the effectiveness of the three 
treatment conditions among those identified as repressors, the 
results did not support the predicted outcomes. Those repressors 
receiving the combination treatment of preparatory sensory and 
factual information of upcoming events and preparatory information 
alone experience significantly fewer complications than those 
receiving only consistent supportive care. No significant differ-
ence was demonstrated between repressors receiving the combination 
of preparatory information and consistent supportive care and those 
receiving only preparatory information. Further breakdown of 
complications indicated that repressors receiving the combination 
of information and supportive care experienced significantly fewer 
infections than those receiving only consistent supportive care 
throughout the hospitalization. No significant difference was 
found between the preparatory information and consistent supportive 
care treatment groups or the preparatory information and combination 
treatment groups on frequency of infections. 
The comparative results of treatment intervention and coping 
style interaction on repressors provide some evidence that although 
repressors cope with the stress through denial, they are benefited 
through sensory and factual information of upcoming events. 
Consistent supportive care from the same nurse alone, although it 
allows the repressor greater opportunity to deny the upcoming 
stress, appears to have less effect in reducing complications than 
repressors receiving preparation through sensory and factual 
information of upcoming events. 
The interaction of the three treatment groups among 
neutrals indicated no significant difference on any outcome 
variables. 
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In summarizing the effect of intervention, coping style, and 
intervention-coping style interaction on outcome variables the 
results suggest: (1) Consistent supportive care alone from the 
same nurse throughout the hospitalization is not as effective as 
those receiving additional preparatory sensory and factual informa-
tion of upcoming events, or preparatory sensory and factual 
information alone. There is some evidence that the combination of 
preparatory information and consistent supportive care is relatively 
better than preparatory information alone. (2) No definite trend 
was demonstrated in favor of repressors or neutrals as a preferred 
coping style for recovery from aortocoronary bypass graft surgery. 
(3) Evidence suggests that repressors are most affected by inter-
vention in that repressors receiving only consistent supportive 
contact from the same nurse did significantly less favorably than 
those receiving preparatory sensory and factual information of 
upcoming events alone and the combination of preparatory information 
and consistent supportive care. 
Limitations 
Although the results provide some evidence as to preferred 
treatment condition for patients having aortocoronary bypass 
graft surgery, there are several limitations to this study as well 
as a number of questions that require further investigation. 
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Since the study population was limited by sex, age, type of 
surgery, coping style (no sensitizers identified) and setting to 
a small segment of patients, generalizations to all surgical 
populations and conditions must be made with caution until further 
investigation is made. Certainly further research is required in 
other settings and populations to identify frequency and distribu-
tion of coping styles and intervention and coping style interaction. 
The absence of a control group in this study limits the 
investigation of preparation versus no preparation and type of 
preparation versus no preparation. Use of a control group in a 
setting where there is not already strong support for preoperative 
preparation would allow for this investigation. 
Another consideration in this study is the personality 
effect of the nurse supplying the consistent supportive contact 
in both the combination and consistent supportive care treatment 
conditions. The possibility of certain personality types being 
more compatible with some than others cannot be excluded. That some 
nurses may be more effective in providing consistent supportive 
care to a particular patient than other nurses requires further 
replication of this study using a variety of nurses as consistent 
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supportive caregivers. 
Possibly the most serious problem encountered in this study 
was the sample size. Due to the time constraints the sample size 
was limited to 45 subjects (15 in each intervention group). The 
probability of making a Type II error goes up as the sample size 
decreases or in other words concluding there is no real difference 
among groups if there actually is (Stoddard, 1979). Due to this, 
the reader is advised to utilize his/her clinical judgment to 
evaluate what may be clinical significant information from this 
study rather than considering only statistical significant results. 
To illustrate this, consider the comparison of number of hospital-
ized days after surgery according to intervention. 
Combination treatment: 
Preparatory information treatment: 
Consistent supportive care treatment: 
X 7.77 Days 
X 7.53 Days 
X 8.66 Days 
Statistically there ;s no significant difference among intervention 
groups on mean number of hospitalized days after surgery. However, 
a difference this size is of clinical significance in that even one 
less hospitalized day would reduce the hospital cost per patient 
by several hundred dollars. 
Implications for Nursing Practice 
and Theory 
The findings of this study provide evidence that patients 
having aortocoronary bypass graft surgery who receive consistent 
supportive care without preparatory information of upcoming events 
do not have as favorable physiological and psychological recovery 
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as a preparation that includes information of upcoming events. 
Consistent supportive contact from the same nurse alone in which 
individual concerns and fears are identified and dealt with, without 
systematic information, does not seem to be enough in helping 
patients cope with the overwhelming stresses of heart surgery. 
Rather, patients appear to need information and instruction of 
upcoming events in order to prepare, rehearse, and cope with the 
stresses. The importance of preparatory information is strengthened 
further by the findings that repressors who would be expected to 
benefit least from systematic information had a more favorable 
recovery when they received a preparation which included information 
of upcoming events than not. This provides some evidence that all 
patients (at least neutrals and repressors) can benefit from 
preparatory information regardless of coping style. These findings 
then provide evidence to support the preferred use of nursing care 
practices such as teaching programs, pamphlets, audiovisual 
presentations, and individual instruction which provide the patient 
with systematically prepared information and instruction "from which 
to anticipate upcoming events rather than leaving such instruction 
to intuitive reasoning and haphazard planning. Thus, the extra 
time, energy, and expense used for systematic preparation can 
positively affect recovery. In addition, this study provides 
evidence that consistent supportive care from the same nurse beyond 
preparatory information is relatively better in enhancing recovery 
than preparatory information alone. This finding lends support for 
the value of one caregiver consistently available for stress 
reduction in addition to preparatory information throughout the 
hospitalization. The nurse is in a strategic position to provide 
such consistent ongoing stress reduction through the "expressive 
functions ll of nursing in that she is the individual most continu-
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ously available to the patient in addition to possessing the 
knowledge to provide information and mobilize proper resources for 
stress reduction. Within the clinical setting, these findings 
provide support for the current nursing practice of primary nursing 
care in which one nurse is responsible for the care of the patient 
throughout the hospitalization rather than a variety of nurses. 
Recommendations for Further 
Nursing Research 
Recomnlendations for further nursing studies are the 
following: (1) selection of a setting which would allow use of a 
control group along with three treatment intervention groups so that 
evaluation of preparation versus no preparation and type of 
preparation versus no preparation could be made; (2) replication 
using a larger sample size which would decrease the chance of 
Type II errors; (3) replication among various settings and particu-
larly a non-L.D.S. population to identify typical distribution of 
coping styles among aortocoronary bypass graft surgical patients; 
(4) replication among samples containing sensitizers to determine 
treatment intervention interaction among sensitizers; (5) replica-
tion among various surgical populations including males and females 
and a variety of surgical procedures with varying stresses to see 
if the same results would be found; (6) replication using a variety 
of nurses as caregivers in a setting which utilizes true primary 
nursing care. This would allow for even more consistent stress 
reduction than the design of the present study in that the 
consistent caregiver would be responsible for both physical and 
supportive care and would be with the patient for longer periods 
of time which could allow for even further stress reduction and 
provide for greater physiological and psychological recovery than 






The purpose of this questionnaire is to give you an 
opportunity to rate various aspects of your recovery today. Please 
be as honest and frank as possible. 
Very Very Excel-
Poor Poor Fair Good Good lent 
1 • Your appetite today 
2. Your ability to toler- I ate food (i.e., upset 
stomach, nausea, vomiting) I 
3. Your ability to cough 
4. Your ability to sleep 
at night 





6. Your ability to urinate 
7. Your strength and 
energy 
8. Your ability to do things I 
for yourself. I 
9. Your ability to move 
around and get out of 
bed by yourself 
10. Your interest in what 
I is going on around you 
Note.--From J. A. Wolfer, personal communication, March 1, 1979. 
Mood-Feeling Inventory 
On the following sheets are a number of words describing 
different feelings and moods. Certainly there is variation in 
feelings from one person to another and from time to time, even 
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when people are facing the same surgery. In this inventory you will 
find a number of words that may describe your feelings. Please 
read each word and then indicate whether you feel this way at the 
present time by checking the degree to which you feel this way_ If 
a word such as tlworriedll does not describe your feelings or mood 
at all, then you would check "no t at all." If the word does 
describe your feelings and you feel very strongly that way, you 
would check the one that best describes the degree you feel that 
way. 
Work as rapidly as possible. Usually your first impression 
is most accurate. Once you have checked a word, please do not go 
back. Since we want to know how people truly feel, it is most 
important that you be as honest and straight forward as you can. 
Positive Affect 
Calm 
















Note.--From J. A. Wolfer, personal communication, March 1,1979. 
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Please check the degree to which your feel confident: 
Not at all A fair amount Moderately so Somewhat so Very much so 
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